-+ because of measure

Fanily Care Indépendent Assessment = Vi Cost Effectiveness

2. Limitations and Assumptmns of Muitilevel Analysis

Bryk and Raudenbush { 1992) zden‘ﬂfy ﬁve assumptzons tha’t should be met fc)r HLM to: work
successfuliy TR

A The error ‘{erm of @ach }evei 1 nmt sheuld have a mean of zero and the resxduals should
be normally distributed. For example if the level-1 units or individual 1ongmterm care .
and fee-for-service recipients and level-2 units are counties, then the mean of the error
within each classroom should be zero, the residuals should be normally distributed, and
ail counties should have variances equal to the other counties in the sample.

B. Level-1 predictors are independent of the level-1 error term. That is, the covariance
between level-1 predictors and the error term should be zero.

C. Level-2 error terms each have a mean of zero and adhere to a multivariate normal
.dismbution _.

D. Level-2 predictors are mdependent of aii Ievel 2 error terms. 'Z{“hus all vanables m.the
~ second level of the model are not related to any of the error ierms on that level of the
model, mc}udmg the error term for the level-1 intercept, and the error term for any of
the slopes of level-1 variables.

E. Thelevel-1 error terms are independent of level-2 error terms. That is, there is not
relationship between the error term at level-1 and the error term in the level-2 equation
for the level-1 intercept, or the error term in any of the equations used to estimate the
slopes of level-1 variables.

The assumptions that are necessary for linear regression analyses also apply to analyses using
‘HLM, and they.can be just as co:mpiex One assumption of linear equations is that: the errors- -

_____ i_it_noxse and omltted variables- are. dxstribute{i nomaaiiy andare: 7
independent of the variables in the equation. In addition, any assumption that the reiatmnsths
are linear 1s of‘ien everlooked in regressmn analyses and HLM.

One assumptmn thai relaies only to HL‘\& is aiso Important The major criterion for HLM
analyses is to have appropnate data. This means that the data must be hlerarchzcal with groups
nested within higher-level groups, and with enough cases within and between groups to provide
sufficient degrees of freedom for the linear equations. As well, the data must be especially
accurate and the variables especially reliable and valid because small inaccuracies at one level
can lead to bias in relationships found at the next level.

Finally, like other linear models, level-2 models in HLM are sensitive to large standard errors of
the estimates, to omitted variables, and to the transformations of existing variables. All of these
factors mentioned display the potential dangers of using this new sophisticated methodology on
poor concepts, poor data, or both. Burstein, Kim and Delandshere (1989) remind researchers that
the new, more powerful methods can produce very complex, yet very wrong, results if data
assumptions are not carefully considered®’.

4 Burstein, L., Kim, K-S., & Delandshere, G. (1988). Multilevel investigations of systematicallyvarying slopes:
Issues, alternatives, and consequences. In R.D. Bock (Ed), Multilevel analysis of educational data, San Diego:
Academic Press, '
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Concerning the interpretation of HLM ﬂlere are also some pomts 10 be noted Most 1mportantly,
analyses based on this method will always be non- expenmentai and correlational - not
causational. Fortunately or unfortunately, correlation does not prove causation. Therefore, one’
must proceed Wiﬂ’l cautmn when mf;erpretmﬁ results from HLM and not 1mpiy any causal

effects.
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Famity Care Independent Assessment X.Cenclusions and Recommendations

VIII. Lessons Learned

The concluswns of the Independent Assessment are structured into two parts: (1) Lessons
Leamed and (2) Recommendatzons The Lessons Learned section provides dan overview of the
lessons leamed by the Department and: CMOS from the lmpiementatlon and early years of
operation of the program. These lessons are pamculariy relevant in consideration of expanding
Family Care to additional eountles in the future. These lessons learned have beén catalogued by
the Department in various formats and others were conveyed to APS ‘staff during site visits to the
CMOs and Resource Centers The Recommendation Section’ provides recommendations '
primarily from the Independent Assessment and EQRO ac‘simtles over the last year.

A, Fmdings from Site Visits

Site visits were conducted by APS staff durmg the sprmg of 2003 These visits Were made to all’
five CMO pzk}t counties and were held jointly with CMO and Resource Center directors and
seleeted staff. I_n_addz_‘_aen 10, these five pilot ¢ countzes sﬂe wsats were also made to two Resource

Center oniy cezmnes Infom’laﬂon gathered durmg these site Vlslts provzdes geod quahtatwe data
on hew the program 13 workmg frem fhe counttes perspectwe

In general, the counties feel that Family Care is Working in thelr cmmtv “to'meet consumer:
needs. While all of the countles were able to 1den‘ﬁfy challenges and bamers they are working
to overcome, they fee} in generai that the swztch to Famzly Care has been positive and has ™
allowed them to meet the needs of consumers The foliewmg eomments are representatlve ef
what was reported by the eountles as’ a groep -

Orie eounty commented thai they felt the trensztzon into the Pro gram .had gone smeoﬂaly} and that ' : -

while they have some questions and concerns, it is largely a matter of learning the new system. -
Several counties reported that the Family Care program is perceived very positively in their
COTMIUNILY. Overail another county feels that they are ‘meeting the needs of their members and
keepme them in ‘the cemmumty For one county, _a%ihough the switch to F amﬁy Care has really
been a change of culture, they have found that Family Care has been much more palatable for
their consumers than othér options that existed before the program.” In another county, they feel -
that Famxiy Care has really allowed. them to reach populations that would otherwise be on
waiting lists. Addztlonaﬂy, a coumy reported ihat they belicve the program has been effective’in
de- m},siifymg the process of accessing long term care services for consurners. Lastly, another
frequently heard comment is that 1mp£ementmg Family Care has Ied to very good workmg
relatlonsmps w;‘fh State staff '

_The FQRG acthtzes emphaszs on ass assessment of CMOs’ process and inputs is better suited

'”on than for cemmunlt}fwbased long-term care

county._ One eoue‘ty feit that in terms of member Oeteemes working with the EQRO presented a
challenge, because there was an emphasis on process measures and that i 15 inconsistent with
Family Care program’s stated goal of a person-centered approach. Another county found
Metastar very thorough in their review, which is very positive, but that the focus on the process

measures means this area could still use some refining.” Others expressed that the approach

Xn o APS iieai hroare ' G8
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utilized might not be best for people receiving services in their homes, and that the focus on
detail has inhibited their ability to “spread their wings.” [ TN TR TS s

They find that the quality assurance process can, sometimes be overly burdensome, and that the.
review process is structured like an audit, which results in a greater focus on process rather than
on outcomes, which again seems inconsistent with the program’s goals of achieving member
outcomes. CMOs also found that sometimes the EQRO focuses on, t;d}:np'ligr'_i_ce’_r’aiﬁér_ihan_ o

examining why you might not be in compliance or what specific circumstances are present. This
is mainly seen in quality site reviews and care planteviews. While another county reported that
the new care plan review is more meaningful and more easily used than the original, some staff
continued to express concerns that it is reverting back.toward being an evaluation tool better

suited for assessing primary and acute services rather than Tong-term care benefits.,

Counties are finding it challenging to sery_e._sp_.manygggggmseﬁ Wlﬁhmﬂntalheaith and

AODA diagnoses. Another commion fheme hieard in site visits w: s'that counties were ©
encountering some challenges relating to members with AODA and mental health diagnoses”.

One county noted that they had more individuals with these kinds of issues than theyhad =
expected, and it negatively affected quality because they had not hired staff with this type of

expertise. They reported that case management for this population can be challenging and also
time-consuming, causing workload difficulties. . .. .. . .

Anoter county expressed concern that the individuals with dual diagnoses could pose problems
down the road for service delivery and finances in that county and across the state, and that there

is not the capacity to serve the scope of mental health and AODAneedeoes not carrently exist.
It would require more staff time and oversight than is presently available in the Family Care
model.. While many providers for mental health services will accept the Medicaid rate, some

ticipate a problem with accessing these services in the future

In _gg;r__icfrél,;he countlesfﬁ'it they ﬁ_eedéd__ to '_Iéar.r:l ways to serve themeﬁtalhealth @opuE at_iﬁ)n
better.. Additionally, when expansion of the Family Care program was discussed, the issues of

mental health and AODA services were noted as issiies that must receive greater consideration
then they did with the initial roll out of Family Care in the five pilot counties. B

The counties find the yarious Family Ca re workgroup meetings useful, but offer some.

estions to increase their value. Tn terms of the workgroups, feelings were generally very

positive among the counties, and the overall feedback was that they provided a useful service and
that the workgroups have been important to the CMOs and Resource Centers as they have been
developing. However, some workgroups were identified as more helpful than others. ‘For
example, the Resource Center workgroup was identified frequently as being beneficial, and

providing a solid forum (o Tcam. from othiers. The provider network group was noted as similarly

48 4 < noted in-Section:}i., the Family Care program targets the elderly, physically and developmentally disabled. :Howéverﬁ
individuals who have other c_{mdition%'s'séth as chronic mental illness might qualify for the program by meeting specified criteria
related 1o age or existing condition. ' B s ' h A

“ Workgroup meetings are administered by the EORO and DHFS,; typically on a monthly basis, for such topic areas
as Fiscal, Case Management, Provider Network, Quality, Executive Directors, among others. These meetings are
intended to bring individuals together-from pilot counties to share their experiences, help develop ideas, and receive
feedback from their peers. '

3
e
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Qeunnes n that it seems tobe T ing on d hew, more pohcy~makmg onentation and some
countles are only sendmw super\flsors 1o ihese mee‘{mgs SR o

Since the majonty of the meetings are held s Madi

for many of the CMO and RC staff to a’ttendmhe ngqejmgs Sbme counties stated that itv was
challengmg to send staff to meetings ngs and still be ableto complete necessary work. Sometlmes
they also feel the}f ha've difficulty’ detenmnmg whlch workgroup ﬁlIs whmh functlon and which

staff should be at a particular meeting.

The main 1ssue that came up repeatedly is the time cor_nmmnent the Workgmup meetmos reqmre

.One frequent suggestion was to make more use of te}econferences or v1deoconferences now that
the projects are i}nderway This would save time if staff didn’t have to fravel to meetings.
Perlaps it woﬂTﬁse be passzble to reduce the number of meetings held, and make the tralmngs
that are held as ral&vant as’ possable, for appmpnate staff. However, 1118 m}portant tomote that .
whzle some conntles felt some ‘workgroups could have fewer meetmgs others felt some . ,
workgroups shotld meet more often; ‘One recommandatmn was to consider: altematmg meetzngs
month to month. Aﬁother changa that mlght be helpful is- to really target the meeting agendas, -
and make sure that the staff responsible for chairing the meetings have good meetmg famhtat;on
skills to help stay on the agenda. Related to the agenda; another comiment was that-work:
agendas are set by the DepMmif&néﬂW%@Mth@Mwm mpuiﬁ‘
on what ’fﬁey wouId ﬁnd most beneﬁc:ai

Additmnal suggestmns were that workgmups wouid be g{md venues to use: for straiegxc planning
fer the fumre- and that 1’{ mi ght be helpful to penodwaliy brmv in non—Famﬂy Care cminties

e "C{}untz% i}euefit from' the sharmg of expenences thh ather counties, and wouid appreezate
e?éﬁmnm DHFS facilitation of this activity, inciuding dissemination of: hest. practices and
lessans ]earned Many counties felt it would be helpful 1f the Depariment. emphasized even.
more the dissemination of best practices and lessons learned from all the pilot programs,. and.
provided more time and ‘opportunities for such sharmg ac‘imties Shaﬂng of this sort among the
counties would help them avoid investing time in remventmg the: wheel for: some of the issues
they encounter. More oppmtumtles for counties to'share experiences at trainings anci -
workgroups wouid be helpfui Another suggestion'was that the Department could deve}op a
panei or worksi ' : As;;ects of Famﬂy Care ’{o §hare Wnﬁmm

curve.

One suggestion was to videotape the activities of each county relating to IT and other issues, and
distribute these videos among the counties as a way of learning from one another. Several.
counties are also already sharing resources they have developed with other counties, including
brochurcs and m&rka%mg emd outrea{:h materzais and more of this sort: af informatmn shanng .
would ’be we!ceme e : a CE i = :

ADPE Heaitheare ' L IGG
Diecember 2003 '




Family Caré Independent Assessment ¥, Conelusions and Recommendations

Counties would appreciate more specific minimum standards from DHFS on information .
‘techinology (IT) issues, as well as generally more concrete direction on other i well.
Tn general, counties expressed that 1t would be helpful 1o receive more concrete direction from
DHFS regarding what the Department needs the county programs to provide in terms of data as
they 'dev'el{)p'theaiprograilﬁ systems.- This would give counties specific guidelines to follow, while
still allowing for the development of local methods, appropriate for-each particular county.. '
program. Counties identified a conflict between the Department’s desire to allow individuality
and flexibility at thelocal level atthe same time they are establishing a number of specific .
requirements. Counties find it helpful that they have many different State staff to approach with
questions, but they also find that sometimes decisions are being made “by commiittee,” and it can
take some time to get a definitive answer. . '

‘While this}i}s'su'e':cameupfregarding"ﬁ_'i'"_ang_e_.o_f Family Care program aspects, it came up most |
often in terms ‘of the counties’ IT systems, which is-an area that several counties noted as
particularly challenging. One recommendation is that the Department could set minimum .. -

sgmadards_}forf IT and work to ensure that all counties areat the s

e level. Another sugeestion i

izt given the data reporting expectations for the Resource Center ihe Department could provide
§pecifﬁ€mdati0§§5f@é§§§ﬁﬁf%am:aﬂd?fé?’ They also suggest that more

diTection i utilizing andfocusing on:ouicome measirements would be helpful., Adc_ﬁ_itiongliy, -
the provision of more'data ihey-*canr_a-se.-te_._fid_ent_i_fy-.e_utcgm.e.s-aa::d support, given to them witha
relatively quick turnaround, would alsobeusefuli wowoiie ; .

Counties haye concerns about Member Outcome Ii}tcjﬁfﬁgfhree CMOs noted concerns
and/or complaints from consumiers ‘about mappropriate questions in the interviews. Most, but .

~ not all;counties reported that the member outcome interviews are not really of value. Counties.
cxpressed a noted lack of understanding pertaining {o the meaning, interpretation and utilization
" “of the findings of the Member Outcome Interviews among the Jocal Long-Term Care Councils, -

thie Resource Centers, and the CMOs. - The importance of member outcomes needs to be made &

more meaningful to these groups for the best results. (see Section V1. C. for more elaborate *
analysi_s;ch_embﬂ; Quz@;@nié__.:{nteryigwg)_;__ e : T

B. ©  State Identified Lessons Learned . oo b e
Asnnual CMO site visits were conducted by DHES staff in November and December 2002,
These site visits; as well as, Family Care workgroup meetings _betweeﬁ_CM_@;_RC and state staff
provided a number of opportunities 1o dialogue about positive and negative aspects of the Family
Care program. These dialogues have been-distiliad fiito a iumber of key “lessons learned” by,
DHFS staff. A summary of these is presented below:

County Issues == -~ SE NI e U S
Key characteristics of counties that were able 1o start their CMO _succe_ssfp_ﬂy _havg_been
identified. ‘These are mainly related to-having - strong Jeadership within the county that is willing

R e g

to take a risk in pilofing a new program and ending the ptesent system in favor of developing a

new model. It was also found to be importéwﬁ?féﬁﬁémcﬁt) to have the ability to do detailed -
strategic planning, and to have the different county agencies affected by the program be able to

collaborate well. Strong leaders who would advocate for the needed steps to be taken and were

,,,,,,,,,,

committed to seeing Faxnxfytéfé'fﬁiﬁfgmented in their county were also important, as was a
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Getting key decision-makers to buy in to the Family Care program was facilitated by educational -
efforts on the part of stakeholders, and open communication between all parties. This helped to. -
alleviate concems that accompany change. ' Additionally, some tur{issues:have occurred

between CMOs 4nd other county agencies involved with the same populations, especially as
funding constraints have ocemred Roie cianﬁca&on is requlred and this will assist with buy-in
among all agencies.” " Sl . _ e g

While the CMO govemmg ‘boards have settled into their: evermght mle the long-term care
counmls are still working at defining and understandmg their roles™". ‘I order to address the
concern that too many local boards are reqmred by Family Care, the pﬂot sites: advzse that DHFS.

ity some umeahsimmw hofders regardmg outcomes and
_ chmce in the Famﬂy Care Program need to be addressed. It is-important not to make too many
‘promises while informing the commum’sy about the pro Dram Pilot sites recommend being
car&hmﬁﬁaasmg uﬁf’é"&’ﬁiﬁc expectatmns abeui diﬁerem asge_ege of the program.:

Management an{f Infrastrueture SRR ST

It'is critical to establish a complete management team Wlth clearly deﬁned roies and _
responsibilities for all areas: interdisciplinary teams; business and fiscal operations; mformation
systems; QI and QA activities; prevention and wellness programs; and SDS. In pamcular fiscal
managemem mfonnatson techno}(}gy, and ‘eusmess management tasks were. fouad 1o be

THE?@WT groundwork shoulé bein place ahead of time so the CMO is fuliy
functional at the beginning instead of having to- plan and/or: develep anew IT system as it moves
ahead. They also suggested CMOs have d]SCI"CthIﬂ m contractmg, proeurement and persennel
issues, including hiring, which is a particular issue 'with new emerging staffing needsanda .
requirement for teamwork: ‘Finally, it was suggested claims management may be best contracted
out instead of devoting resources to developing an inshouse system. Regardless of which option
15 used, the system must be responsive to provider concerns.

Eilﬂzbllztv =md Enm}lment

m-w«...,, N e e et T

mbz 1ty “and enrollment pr pmcess 1s not. necessaniy any samﬂgier than the gystem n p§ace before

the 1mpiemematieiz of Family ¢ Care Pilot sites have recommended in particular ihat Economle
Su’ppor‘{ must be mtegraie{i mto the plannm ; process at tl the start.

 as part of the DHFS-CMO contract and the 1999 Wisconsin Act 9, :';'jiiot cotmties are required to appoint a Tocal fong-term
care councils {LTCCs} to guaraniee public input regarding the pilot. LTCCs must include a majority of members who are elderly
or disabled or their immediate family members or representatives.
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Inter-Disciplinary Teams
Some staff-issues emerged :_reliated-tq:implementati_oﬂ ofthe Family Care program. _The outcome-
based method 6f care planning, and the resource.allocation decision-making process (RAD),

presented both new. roles and new philosophies for care managers, Interdisciplinary teams _
require structure’and guidance.to implement RAD and Family Care. Additionally, rapid .

expansion required constantly hiring new: care managers. For this reason, it will be imp g%
have a standardized training program available to quickly bring in new people. .. .. . '

S— e
e e

Nursing ibput was found to-be critical for CMO. administrative and interdisciplinary teams.

CMOpilots recommend that new sites should have a nurse supervisor.in place at the inception, '_ _

or at minimunh that there be nursing participation inthe development of the new policies and
procedures. S T S et e e e R .

Meribers with AODA and mental health issues require staff with specific training and support o
address the special needs of these individitals.; These issues can quickly become overwhelming,

so pilot sites suggest training for this should be available early in the process. .

Lastly, interdisciplinary teams should niot have to focus on busiriess processes. Pilotsites

recommend that new CMOs from the start should have someone whose responsibility is to

manage claims processing, bene its Coordination, and securing authorizafions. This will also .

help with the challenge presented by rapid-growth in mg;mb_e;zshi;);---W-ﬁiéh’.héfs’ plac:ed i_a_'gr:égt”dégﬂ_:
of pressure on-staffwith little time to regroup:as things get busy..... e e

Provider Nebwork o 1o s i i e e
A significant challenge in this area is-related to rapid s owth in membership, which has made |
s oot ooty QBT : 1P WhIC hage

“relationship between the CMOandthepromdersversustha‘imCOwaawers c
competition among providers inTesponse to-the emphasis on.consumel choice has helped to spur
providers to think of new waysto attract consumers and improve quality.. If counties had good .
 provider relationships prior to'the implementation of Family Care, and.emphasizedopen.

Heaton Wi i the transition ocoutred. they have found it possible o maintain those good

Specific suggestions from the pilot sitesare: - - s

e New CMOs should be required to have at minimum a full-time provider network d_eyéloper :
io deal with provider contracts.

e Collaboration with providers should begin carly in the process, and providers should be.
considered partiiers and-stakeholdersin Family Care. o o0 oo b e e

s Claims ¢an present difficulties, so CMOs shouid work with providers.to ensure CMO staff

capacity for claims submissions, and responding to provider questions and disputes.. '

e Keeping in the requirement that new CMOs tust use the Medicaid rate. ST

e Create and support ways to get more complete information on provider costs than is normally
available via andits and systematize rate-setting.

e Learn how member outcomes can be achieved by use of informal community supports.
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Quality

For CMOs, QAJQI is now viewed a as a key element of their programs and it should be
emphasized throughout the Family Care program. However, it can take a signifi g_@xgmt of
time to learn abo%@l CMO pilots recommend that DHFWmV;dmg specific c
'''' afid clear guidance from m early on regarding expectations for quality programs. They further _
suggest that CMOs should have an individual identified at the start whose responsibilityisto
implement a quality program emphasizing measurable quahty indicators. CMOs should be glven
sufficient time to phase i their quality programs, ‘and fiscal; busmess and mformat;on
technoiogy quailty issues should be: mciuded n the quahty site VlSlt R

It was also emphas1zed that Family Care’s focus on 1mpr0vement for consumers, as‘opposed to a
regulatory Basis, is 4 key part of “Family Care’s § success and needs to be Thaintained.
=R R

DHFS Role R S NENEPRRIR _ _ _
A critical message is that for counties to take the risk of sta:rtmg a CMO there must be a good
relationship between DHFS ?md the ceunties The Department faces the chailence of pmwdmg :
enough direction to assist the counties'in: zmplementmg Family Care;-while still maintaining,
enough flexibility to'meet the needs of different counties: It was beneficial that the Department
allowed the CMOs to begin slowly and gradually moving: toward full Implementahon As..

Family Care expands, DHFS and its staff must maintain this level of commitment and ﬂexzblhty
w

to ensure the program will work. This will be a chai]enge ‘especially as the Department faces
possible staffing cuts due to budget issues.

The organization of long term care at the state level is confusing in some regards. Also, DHFS
could have provided clearer definitions of roles, responsibilities and expectations for CMO

: management structure and 1d process development Now, with -experience, both the Department

- and the CMOS know more: abcm& wh”at“mmded for mformaizen technolocfy, _busmess data
analysis, and fiscal management. This last issue must be right from the beginning,
Inconsistency in utilization reports early on made it difficult for CMOs to compare themselves
with each other. DHFS coWowdeﬁMcxhtatmn ion for sharing of best practices
and other mfonnatmn among the pilot sites, This will be espﬁczally helpful to new CMOs as

t}ney are sfaﬁmg ~sharing existing experience will hcip them not have to re-invent the wheel.

These are spec1ﬁc needs around training and technicai assistemce:

¢ Training for case managers in identifying outcomes should precede RAD training.

» Continuing training in RAD and risk is critical for optimal case management. [t is
reconuncnded that DHFS continuc to do training on an annual basis, as better results are seen
when traming is done by the Department.

* A training in the general principles of managed care would be helpful.

» Give to new CMOs a checklist of minimal required functional needs for their information
technology system.

* Provide clear expectations to CMOs for what they can expect in terms of technical
assistance, so that they do not have inaccurate expectations that will not be met,

s Counties require more direction regarding what to do with information provided in the
business systems analysis.

jf , APS Healtheare 2104
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¢ Pilot sites would have found t_ec_hniéai assistance very helpful when contracting for
information technology services.

COP/Waiver Counties = .

CMO pilot sites provide these suggestions, based upon their experience, for counties looking

ahead to preparing for Family Care or adopting some of its features:

s Begin to get teams together for case managers and other staff.

» Allow case managers to begin making some independent decisions, and taking responsibility
for them. This will help them prepare for the decision-making responsibility that comes with
Family Care. R L _

e Put in place a full-time provider network developer, adding quality requirements to provider
contracts. '

e Pay providers in a per-person per-service basis. This places the risk of having adequate
members on the provider, instead of the county. . . S

Foster growth in expertise-about mental health and A_ODA §sé_1i_és.

Learn the full meaning and implications of consumer choice.

‘Provide training about consumer outcomes, the RAD, and:-risk agreemént_sq .
Create and support ties between fiscal and case management staff.
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X. Conclusions and Recommendations

The Recommendation Section provides recommendations pnman}y from the Iﬂdependem
Assessment and EQRO activities over the. 1ast yeax

A. Recommendatwns

Effective program evaluation is critical to the success and future of the Family Care program.
Despite data limitations, it appears that the Family Care program was able to focus on.improving
access to care and improving quality. Cost effectiveness will require a longer observation amd '
evaluation period to determine the full impact of Family Care on all services covered by
Medicaid and the Family Care benefit. Specific recommendations related to.access, qualziy and -
cost: eﬁecnveness are hsted beiew : - :

1. AccesstoCare-_-- e . _

Desplte a lack of reizabla and camprehensws data ‘zhere is no; mdzc&tlon that the F amiiy Care
program has access to care problems. Future state or mdependcnt reviews should have the
beneﬁt of more evaluatlon data to review-and anaiyze S :

Recommendatwn Fer the future DHFS and the EQRO should address and document aspects _
of access more thoroughly. Access monitoring activities need to be; strengihened One specific |
area requiring ‘greater attention is the documenting and monitoring of the. provider. network for .
each CMOAt'this time, DHFS 151 the process of enhancmg this.area in cooparatmn Wlth the
C‘M{Ds and EQRO : : o : -

Recommendatmn The Prowder Neiwork wzthm each C’%O p}ays a puf@tai role_ i what o
services Family Care members can access. Understanding and assessing the reasons various
service providersjoin and remain within'a CMOs network could be.useful information to
enharice access in the future, as well as improving quality.- This could be accomp]zshed through
provider camplamt analysas and provider satisfaction surveys, Additlonally, given the minimal
research literature on physician satisfaction er physician perceptions regarding the. ;mpact of
Medicaid managed care on patient care, among.other providers, efforts to: gafher and synihemze
this type of information we be of great assistance to pilot CMOs and future CMOs.

Recommendation —In: the future, mfmmatmn shou ld be mamtaxned shcswmo reasons whv
individuals decide not to enroll in the Family Care program. Further, members. and mdmdua}
who chese not to enroll in the program could be surveyed to assess and evaluate the access. :
process more in-depth and to identify areas for improvement,

Recommendation — The Enrollment Consultants are a valuable asset to eventual Family Care
mernbers and individuals who ultimately decide not to enroll in the program. This function
should remain‘intact and be fully utilized. Should expansion within the Family Care program
occur, special attention will be necessary by DHFS to ensure the current organization has the
capacity to deliver this service. T
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Recommendation — Ihé reporting process between the Enrollment Consultants and the
Resource Centers needs to be streamlined so that all counties are TepoIting information to the
Enrollment Consultants in the same fashion. SRR

Recbmzﬁéﬁ'dafiéﬁ _ presently, Richland County is the only CMO who has regular meetings with
Enrollment Consuitant staff. Itis recomnmended that pilot cotnties and other counties where -
expansion of the Family Care program were to occur conduct these meetings periodically as
well. R e e

Rééé{iiirién&_ __t_'i'é:j’; DHES should develop routine reports to moritor access to Family Care on a

county level.
2.7 Quality of Services At St I T PR e .
A _{;ons;id_erabie_amoﬁm of attention has been paid to quality related issues. by DHFS, much of
which is thoroughly detailed by the EQRO in various reports. Additionally, DHFS has given
countics substantial amounts of autonomy inthe operations of the CMOs which has.spurred 2
great d’f;@_l--é_’f ;iafe_'_aﬁyi_‘gyﬁénd'ﬂexi_biiity.i R e R B S S

Recommendation — The EQRO noted severalissues related to dataquality and record keeping _'
concerns during the site visits for such things as flu and pneumonia vaccinations and in the care
plan teviews. As a result, it was cecommended that CMOs choose to-use one of eight possible .
forms. These forms might likely minimize many of the difficulties encountered by the CMOs
and noted by the EQRO. However, it is difficultto ascertain how utilizing more than one type of
reporting mechanism of varying styles will provide DHFS the ability to easily synthesizea .
variety-of data sources and information across CMOs when the potential for each CMO to.utilize
2 different reporting form exists. As a result, itis recommended that this option be natrowed

. further to oneor two ‘similar forms so that information will be utilized more efficiently. -

Recommendation — DHFS has been working with the Resource Centers on guidelines 10
in’ip_fcyé*upiiﬁ"ﬁi‘éf:ﬁroﬂﬁiéﬂt ‘data tracking. Itis'suggested that DHFS consider surveys or other
methods of ascertaining information from those individuals who chose to disenrollto identify
trends and patterns and aréas for improvement; particularly given the high levels of “voluntary
disentolliment” (behind “death”) for'those membersichoosing to disenroll.. . L

Recommendation — CMOs expressed to APS staff during site visit meetings that the value of
workgroup meetings varied greatly. Additionally, the location and frequency.of the meetings
proved fo be inconvenient to CMO staff somewhat regularly. While DHFS has been working to
improve the quality of these meetings as well as the lacation of them, it is recommended that
DHFES work with the CMOs fo better ascertain, for both entitites, what meetings might be .
changed in terms of frequency and necessity.

Reconmimendation — DHFS should use the combined averages from the first _i_;hre_e rounds of

Member Outcome Interview surveys to establish a baseline from which to work and assess

within counties and betwéen target groups. Not specifying specific parameters from this
‘nformation diminishes the usefulness and breadth of collecting this data.-
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Recommendation — In order to ensure the validity of the member outcome interviews, DHFS
should request that the EQRO periodically conduct, statistical analyses on inter-rater rehab;hty to
enhance the. present reilabhzmg uu,iized fOF thxs mol :

Recammendaﬂon At the preseni tlme BHF S has begun the fourth round of Member Outcome
Interviews. Through this mf@;mat}on ihe:re 184 great wealth of data to be utlilzed It 1S . _ '
suggested that DHFS utilize this information to glean longitudinal looks at chanﬂes that have
occurred over time. -One such methodology would be that. of growth curve analyses that would
enable:DHES to analyze rates.of change between Iarget gmups and counties, among ethers o
Further,-for. future survey rounds, DHFS should consider samphng mdmduals ‘who have lass
than one. year of Family. Care. membershlp and. greater than one year in. order to discem '
differences between these two groups.

Recommendatmn Whﬂe thé fecus areas and performam;e measures CMOS track annaally can
‘change; it 18 suggesied that DHFS work wﬁh the CMOs and EQRO in deterxmmng one or two ©
selected measures that remain conmsient on an annual basis. Havmg data in this longltudmal
fashion enables.for: g:feater 1ns1ght 10 pmgram 1mpact and: assessing changes over time. Further,
when gathering. information.on Vaccmatlon rates, analyses. should be conducted that determme 1f '
Fazniiy Care members mirror national. pattems that are 1dent1ﬁed m the research hterature

Recommendatmn The BQRO m&de recommendatmns m 1ts annual report re}ated to
performance improvement project training and timeliness issues for assessment act1v1tms am()ng
others. DHFS is working cooperatively with the EQRO and CMOs to improve this process. Itis
recommended that these efforts continue,

-Reqp_mmendatwn DHFS 1s. early on-n its evaluation of grievance and appeal data. While
‘plans exist to: scm’timze the VArious Sources. of data at their dlsposal 1t is recommended that
DHFS conduct on- going, frequent analyses of this information using all available sources of
data. Further, it is suggested that DHFS also conduct comparative analyses on similar data for
other state administered managed care programs to measure rates of grievances and appeals

Wzthm the Famlly Care program: compared to those of other programs.

3. Cost—Effect;veness

As prewousiy discussed, exhaustwe efforts have been made in deveiopmg the statistically valid,
risk adjusted Comparison Group utilized throughout the Independent Assessment, However, due
to the scope of the assessment, only selected long-term care and primary and acute costs and
utilizations were analyzed in dctail.

Recommendation — It is suggested that DHFS look to fully leverage resources that will enable
this work to be utilized in an ongoing manner to examine changes over time among the Fanmly
Care counties and across target groups for the long-term care and primary and acute services -
within this study, as well as conducting more in- -depth analyses then could be done within the
scope of this Independent Assessment. Examples of such work might include examination of the
full set of services within the Family Care program benefit package, additional primary and acute
health related services, as well as on-going monitoring of total long-term care costs and program
effects.
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Recommendation — Given the substantial variation that exists between the Milwaukee County -
CMO and the other four CMO counties, it is'suggested that future dnalyses'take into account -

these differences and not only look at the program comprehensively, but also examine subgroups
among the CMOs. Analyses such as these will enable DHFS to more effectively ascertain more -

specific differences that 'm_i_gh__tpthérwiséb'e miasked by a collective overview of the program.

Recommendation - Future analyses by DHFS should include examining and identifying county
and regional differences among providers that‘might impact cost and utilization for variouslong-
term care and primary and acute outcomes. For exarmple, does presetiption drug utilization differ
between generic and brand name drugs across counties for drugs that provide the samebenefit? =
If this were to be the case, is this a result of doctors in certain counties or régions of the state -~
being more inclined to prescribe generic or brand name drugs which would ultimately impact

Recommendation — DHFS should be supported in its efforts to identify and monitor more
effective cost-saving mechanisms and cost estraints for delivering long-term care in community
settings through unique management practices, organization of delivery systemsand 50
organizational incentives. The Department has developed a working document entitled:
“Mechanisms of Cost Restraint.” This paper begins to identify specific cost-effective ways the

Family Care program, as a whole, and individual CMOs can deliver quality long-term care =
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Family Care Independent Assessment X. Appendix

X. Appendix

Attachment 1: Items Covered in the Famzly Care Benef' 74 Package

The Family Care benefit package includes some Medicaid services, Commumty Optmms Program
(COP) services, and Home and Community-Based Waiver (HCBW) services. The benefit package
includes:

. Aciaptwe Aids { generai and vehlcle)
«  Adult Day Care
e Alcohol and Other Drug Abuse Day Treatment Services (in all s_e_tt_ings)_ N

 Alcohol and Other Drug Abuse Services, except those provzc%ed by a physxman or op an '
inpatient basis.

»  (Case Management (including Assessment and Case Planning)

s  Communication Aids/Interpreter Services

e Community Support Program |

» Counseling and Therapeutic Resources

e Daily Living Skills Training

. Day Serwcesﬁreatment _ _

'. Durable Medical Eqmpmem except for hearing alds and prosthetlcs (in aH settmgs)
« Home Health

» Home Modifications

» Meals: home delivered and congregate

»  Medical Supplics

»  Mental Health Day Treatment Services (in all settings)
» Mental Health Services, except those provided by a phyveician or an inpatient basis

s Nursing Facility (all stays mcluding Intermediate Care Facility for People with Menial
Retardation (JCF/MR) and Institution for Mental Disease (TMD)

»  Nursmg Services (including respiratory care, intermitient and private duty nursing) and Nursing
Services

+  Occupational Therapy {m all settings except for inpatient hospital)

T SOURCE: DHFS. http://www.dhfs.state.wi.us/L'TCare/Generalinfo/Benpackage htm
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Family Care Independent Assessment X. Appendix

« Personal Care
« Personal Emergency Response System Services
e Physical Therapy (in all settings except for inpatient hospital)

» Prevocational Services

e Protective Payment/Guardianship Services

e Residential Services: Residential Care Apartment Complex (RCAC), Community Based
Residential Facility (CBRF), Adult Family Home ' S ey

s+ Respite Care (For care givers and members in non-institutional institutional settings)

«  Specialized Medical Supplies

. Speech and Language Pathology Services (in'all settings except for inpatient hospital)
» Supported Employment : g
s Supportive Home Care

» Transportation Select Medicaid covered (i.e. Medicaid covered Transportation Services except
Ambulance and transportation by common carrier) and non-Medicaid covered

/X\P S - APS Healtheare BT
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Attachm

ent 2: Provider Network Summary.by CMO — 2000 through 2002

i GO B
Transportation . ... i T S
* This list only includes services thut were provided by at least one of (he counties in the year 2000
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Nufsing Services - .

Oceupational Therdpy, Ccnsult 7

Outpatient. MH/ AODA 4

Personal Care =~ . S g 5
Persénal. Emexaenc? Response e - 2 3
Physical Therapy ol 10
Prevocational Services : 4 oA
Protective Payiient/ Guardlansmp Senuces o 4 -
RCAC Resnd{:nﬂai SEE‘JIC&‘S N 3 16
Respite Care 6o A
Spemahzcé Meélcal Veh’ac} S CR5 iy
Specch & Language Paﬂz&iogy Sf:mces G 501 T
Supported Employment.- - - i e T3
Supportive Home Care s A0
Trapsportation -~ - TS e

* This list only includes services \hat were prm 1ded b

y aﬁeaﬁt one of the counties in the year 2001
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N, Appendix

"RCAC Resxdemzai Sermces :

1S _&WEC?S S

Respite Care 18
Specialized Day Care TR
S"pecaaiized Medicat Vehicle - S 3 o
Speech & Langnage’ Pa’%h{)logy Sersylces o L A
Supported: Empioymsm e il R Lo
Suppomve Heme Care 36 . g
Transportation . .i:oo. 12 5

* This hst only includes services th&z ware prowdecﬁ by at least one of the counties in the year 2002
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Family Care Independent Assessment ¥, Appendix

Atachment 5 CDPS Validaton Anaysis

Problem : ) S
The Family Care (FC) financial impact assessment must take account of confounding factors, to-
rule out the spurious influence of individual differences in diagnostic case-mix and severity on
health care spending. The APS Healthcare Independent Assessment (1A) tean has utilizeda:
case-mix control strategy based on the Chronic Disease and Disability Payment System (CDPS),
which has been developed and tested as a diagnosis-related resource grouper for Medicaid "
populations (Kronic et al. HCFR 2000). This methodological approach will ensure that the

Comparison Group utilized in the Family Care IA is a random sample from across the state .. :
similar in terms of functional abilities, eligibility, and previous service utilization patterns. S
The application of this system to the FC target populations (i:e. developmentally disabled;,
physically disabled, and frail eldetly) is problematic. ‘The illness-burden index weights .
computed by the program were originally estimated from data that included Medicaid =
AFDC/TANF and SSI-disabled populations. Additionally, the authors state that the home and | .
community-based (HCBW) waiver population and Medicare/Medicaid dual-eligible population -
were excluded (Kronic et al. HCFR 2000). Therefore, predicted resource use from diagnosis-
based CDPS groups may not adequately represent actu al resource use for these excluded groups;
which comprise the FC population. S R CEL T

To obtain an adequate measure of diagnosis and expéntﬁii:tﬁ-re-«;rel_a’t_ed-i-i-i_lnéssi'éﬁrdan forthe FC

- target populations, the CDPS program must be modified to.compute index weights specificto.

these r'ppguzatigﬁg;._.7f-'h_¢j.j;mzp@-sfe.-_o;f_;'_zhis;-aﬁaly_sji:s;as;t_gf);és_t_im‘gm-z._an;_i___;_j\'zﬂi_aa;e a'case-mix index for .

the population of individuals most like those who are eligible to participate in FC. -~ 0

Data : R : e : S S
‘Data for the CDPS validation analysis were drawn from the Human Service Reporting System *
(HSRS) through the Medicaid Evaluation and Decision Support (MEDS) data warehouse for the.

calendar year 1999. HSRS -_coi_ieﬁtsiihumaﬂ-_Services_-éa_t'_a-{s,ubmitted by each Wisconsin County.”
These data include information on HCBW participation. R T A

The waiver population was deﬁﬂéd as anyone in HSRS receiving waiver services (CIP 11, COP_;‘
Waiver, CIP IA, CIP IB, CSLA, and BIW), including the Community Ontions Program (COP-R)

recipients for 1999 who additionally had Medicaid eligibility. Therefore, all waiver ¢ligible - -

months where the recipient was simultaneously Medicaid eligible were included in t_i}ezmia?i_ys_is{

Costs were calculated as the “Net LTS Costs” reported in HSRS, which represent “the net cost -
under all LTS programs from the LTS episode level...including the gross total costsand the
negating income costs.”(DHFS 2001). All monthly expenses during waiver eligible months
were included if the respondent was also Medicaid eligible in that month. If a waiver participant
was only eligible for COP-R in 1999, the COP-R costs were also included for all Medicaid =
eligible months. Additional fee-for-service (FFS) expenses not captured by the HSRS waiver

[
~1
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reportmg systam but pau:i by Medmald were selected from ’Ehe FFS cla;ms data ”fhrouffh the-
MEDS data warehouse :

The Observed Expendlture and D;agnoszs were, denved from MEDS Claims Analysis Universe
for calendar year 1999. Furiher Medical Status Code and Medicare Dual-Eligibility (and age
and gender) were obtained from the MEDS Reczplent Analysm Universe for calendar year 1999.
Finally, data were obtained pertaining to Mental Health condition as an individual’s prifmary
diagnosis from the Mental Health Module. Because this latter. group.is not considered to be.a FC.
Target’ Group, it was necessary to 1éent1fy them as a separate group of wa;ver rempwnts and ;
exclude ihem fmm fw’ther ana}ysm S : e

Method _ i i ORI - _ __
This ana ana}ysas tested the nu}l hypothsms {HB) that the average difference beiween C]Z)PS»predzeted'
expenditures and. aatuai observed ﬁxpendltures for calendar year 1999 is the same for the watver -
and Mad}care@hgzbie populat;ens as it is for the SST popu}atlon Tf the null hypothems was true,’
then waiver and Medicare mdzcators wouid notaccount for significant additional variance in ©

observed expendlmres overand above variance explamed by predicted expenditures based on . _'
the SST-only case-mix index. A linear regression model to test this hypothesis is given by: =~~~

Obs Expend 2.+ b.x CDPSPred + ¢ x Waiver + dx MC + ¢

Where .

Obs, Expend = 1999 Actuai Observeaﬁ Expendirure '

CDPSPred = 1999 CDPS Predicted Expenchmres o

L Wawe:( chhotomous Variable for 1999 Waiver Ehtﬁr}bzhty
~ MC = Dichotomous Variable for 1999 Dual Eligibility. .

The nuli h_ypgthems is that the ceefﬁments of Waaver and Medicare indicators are equal to zero.
Rejecting this hypothesis implies that CDPS-predicted expenditures based on SSI-only weights
are inadequate to account for Medicaid expenditures as they relate to case-mix in the FC target
populations..-If this is.the case, then an. alternate case-mix index may, be deveioped and tested in.
a similar-manner. :

We take a two- step approach.using split-half validation. The first step is to test the null
hypothesis using the specified model, and thf: second siep is to test the hypothems that the
alternate case-mix. index using PC target group adj justed welghts adequately accounts for _
diagnosis-related Medicaid expend;tu; cs. We split the sample into two halves using random
assignment, to allow for exploratory model development with the first half, and model '
confirmation with the second half.

Step 1.

As a first step we used CDPS to compute the case~-mix index using the “concurrent” weights
supplied with the program. These weights are regression coefficients from an equation that

X, APS Healtheare “¥28
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regressed total expenditures for one year on diagnoses observed during the same year, based on a
national population of SSI-eligible disabled adults, under age 65, on Medicaid. We calculated
this concurrent-predicted case-mix index for the first randomly-selected sample of Wisconsin
Medicaid recipients who were on $S1, waivers, or Medicare-eligible during 1999. We then

regressed the actual observed expenditures in 1999 (including Medicaid fee-for-service amounts

paid plus total waiver costs) on the concurrent-predicted case-mix index. The index accounts for

17% of vanancemobsrved e;{p_f:;idi_t'u:és_"@aﬁ{é}l:,_:ﬁr's_t-f‘;:_olp;r}:in' ofdata).

All coefficients are signiﬁc.ént at 08 level

To test the hypothesis that this case-mix index works equally well for SSI-eligibles and for the
FC target populations, we added “dummy’”’ variables to the equation. These are binary indicators
of whether or not individuals are Medicare eligible, Waiver eligible, or waiver eligible with -
primarily mental health diagnoses (the latter group hot being considered one of the FC target -

- ‘groups). The results in Table 1 (s¢cond column of data) show that these indicators account for -

“Significantly more variance in observed expenditure than is expected based on the SSl-based

case-mix index. Therefore, we reject the null hypothesis and conclude that the SSI-derived case-
mix index is an inadequate measure of expected resource use for the FC-eligible population.

m; |

The previcus step not only tested (and rejected) the nitll hypothesis, but also produced a new set
of regression coefficients that can be used to adjust the case-mix index. The new reuression of
observed expenditures on diagnoses and the program-participation indicators {Waiver, Medicare,
or both) constitutes a new set of case-mix weights that is tailored to the Wisconsin FC-eligible -
population. Table 2 shows the unadjusted SSI bascd weights compuited from owr ' Wisconsin‘data
for 1999 (shown in the second column of data), compared to the new set of weights; adjusted for
program-participation indicators. S SRR : '

/)(\PS APS Healtheare. 5 ].29
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It remams ta tes’c the hypothesm that ’{hzs Hew’ “ad}usted case»n:ux mdeﬁ&” adeqnately acceunts f@r E
actual resource-use in the }?Cuehglbie populatmn defined more bmadly to include not only. the _
SSI- dasa‘o!eé but also ‘the Medicare ¢ligible and home- and eommumty—based walver progrm .
pammpm}ts “Because the firsthalf of our sample was used to construct the new adjusted case- '
mix mdex we turn to the secend haif of our sample to perfcsrm a conﬁzma‘{ory hypothesis test.

Reqult : o _ i =
The formula for calculating the new “adjusted case~m1x mdex was Sjphi into two blocks. Biocl\
1is the weighted sum of all the CDPS diagnostic group mdzcators ‘which accounts for 35 4% of -
variance in the second randont. sample of Medicaid and waiver e*{pen{hmres observed in
Wzseonsm in: 1999 {Tabie 3, f st columm of data) IR

‘ér\‘? S UM fgé 1{ iw;i{i;; e e e R P o e 5 1 -»———u—»——-mi {g»—-
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'Aii coeffic:}ents are 51gn1ﬁcant at 05 -ievel -

Block 2 is the W61ght6d sum of prowam«pamczpatlon m{hcator Vamables Th1s biock 18, added to.
the aquatlon to-test the: hypothems that the unadjusted case-mix index works equally well for all
kinds of program participants in the FC- ehglble populatmn (Table 3, second column of data).
The coefficient for Block 2 is szgmﬂcantly greater than zero, therefore we reject the null
hypothesm The adjisted case-mix index is si ignificantly better than the unadjusted index.

Conclusion et : g e

The results support the use of the adjusted case-mix mdex rather ihan the unadjusted mdex as a
measure of expected financial resource-use, based on diagnostic and program eligibility criteria.
Thus, as the TA team moves on to conduct the FC financial impact assessment, we are conﬁdent
that the adjusted case-mix index constitutes a valid control for expected ﬁnanczai resource~use in
the en‘nre FC ehgztbie populaﬁon S :

APS Hesalthesre : - 132
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Attachment 6: Functional Status Impairment Scale (FSIS) Construction

Parpose G0l s e T
The purpose of mgfs;s_gb;@_g;ysjs 1stoconstruct a valid and -rg}_igblg..ﬂ_nidimen'si()nai multiple-

indicator scale of functional status using ﬁﬁmsmeasmeden ii_h__elfE:Q_éj_Ei;'gcti_o'nai Screen (FC-FS) N
and the Medicare-Minimum Data Set (MDS) functional status assessment for a common set of -

individuals.” With that scale, we develop a formula to compute functional status impajrment’

scale (FSIS)scores. Then we use the formula to impute functional status scores for cases where.
MDS data are available but FC-FS data are missing. Finally we the imputed FSIS asan -
independent “control” variable in the regression analysis of expenditures, and explore the use of

FSIS as '-‘.‘F’f‘li_n‘-é?‘:”eﬁ'iﬁg.f_"?‘ﬁam? in_’Path analysis: 0
1) Six ADL méasirés e ausedé'-dféséin?g;.f"éatiﬁ-g; -‘g;miﬁé;':t;;;ét'ﬁse,-- ransfe m ng', -aﬂ&.'iﬁbﬁ_ﬁigy |
2) Four instruments are used, three versions of the FC-FS (FS1, FS2, F$3) and MDS. .

3) Bach measure assigns a score of 0for independence (no functional status impairment), the
' FS2 and FS3 use a'scale from 1'to 2 to indicate levels of help (2 = help is needed and helper
mist be present throughout the task), the MDS uses a scale from-1 to4 (4 =total - .
dependence). FS1 uses a scale from 1 to 3 to indicate levels of help (3 = extensive or . .
complete hands-on assistance needed), except for transferring, which goes up to 4 (4 =two

. people required), but was re-coded in those casest0 3.

4) The additive scale for ADL limitation from the FC-FS instruments ranges from 0 to 12, while
the scale from the MDS ranges from O to 24. ‘The FS and MDS instruments must therefore
be transformed into a common scale. '

5). Since occasionally not all 6 ADLs are measured at once, the maximum score for any single
© sereen may be less than the maximum for all screens. Therefore, each screen is transformed
into a common scale ranging from 0 to the maximum possible for that screen. The formula
for calculating the Functional Status Impairment Scale is:

£SIS = 100 x {Sum(ADLs)/ [{Count(ADLs) x MaxTtem(Instrument)]}

Where MaxItem{Instrument)=2 for FS? and FS3 instraments, 3 for the FS1 instrument, and 4
for the MDS mstrument; Count{ADLSs) is the number of ADLs that were measured in the
screen; and Sum{ADLs) is the sum of the impairment scores for the ADLs that were
measured in the screen. FSIS ranges from 0 (total independence) to 100 (total dependence)
for each screen that was performed.

X S APS Healtheare R |
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6) The “mobility” ADL is measured with a single item on the FS instruments, and four separate
itemns on the MDS instrument. To assign equal welght 1o mablhiy (Ifé) n the FSIS t}le four‘
~ mobility items on the MDS instrument are averaged intoa single item:

Moblhty Sum(ﬁiems)/ Count(Items) G e

FSIS scores for MDS screens and E S sgreens for the same 1_11__dzsf_aduals wcm linksd tooether and |
685 sequences were identified where an MDS assessment was foi}owed bya FS screen w1th1n B
one month, followed by another MDS assessment within one month. These. 685 observatmns o

were randomiy spht m’so two sampies of 365 and 320 observatmns respecﬂvely

Resu[ts _ ENEEE SRS R e i I _ N
The first sam;ﬂe was used to esamate an Imputaﬂon :ﬁ::rmula for i;?ne FS score asa hnear

combination of two censecutwe MDS scores not more than tw0~m0nths aparE The estlmated
zmputatmn fgrmula 18 FSIS 7. 5+, BS*MDSH 49*MDSQ : : :

In the second sample the f{)rmuia was used to 1mpute the FS score, and the imputed score was-
correlated Wl’Eh the observed FS score.” The esumateé correlation betweéen observed and 1mpmed
FS score was 6’) This is less than the estlmaied auto- correiatlon of .78 between two successive
MDS screens not more than two months apal’c but it is'more than the correlation-of'. 58 between
observed MDS screens and observed FS screens not more than one month apart. - This suggests
that the 1mpat<~:d FS score and an actual ZFS screen are roaghly equaliy rehabie m{hcators of
MDS- assesse{i functmnal status o ERSE, T

“We 1mputed FSIS scores for 31} mdw;dua}s wzth two MDS assessments w;thm a perzod 0f two.
months and used thls as our measure: of functlonal status in cases where Lhere was no FC-F§"
sereen perfbmled Mean vaiues were. 1mputed for cases missing | FSIS scores, and this mean--
substitution was mdlcated by a dumm}f variable (MISSFSIS) m the: recressmn m account for any
posmble bias infr oduced by mean: subsututmn e -

. ﬁiceziih.c;n‘(_; l‘ECCi«ﬁ’} s or -ﬁ;}(} 3
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Attackment 7: Determmmg a Ruml—Urban Classzf ication Sysrems for tke
Family Care Independent . Assessment

Why a guideline on rural-urban classification systems? .

The unique challenges facing rural health care and health care systems are getting more
attennon ‘Analysts Iookmg at rural health dispantzes must choose from several classification

systems. Gmdehnes are useful’ for promotmg canmstency and comparabihty among analyses
that look at rural heaith ERE

This is uncharted territory. Accordmg fo two of the country’s 1eac§1ng mral health researchers
Dr. Gary Hart at the University of Washington Rural Health Research Center and Dr. Thomas
Ricketts at the Sheps Center at the University-of North-Carolina at: Chapel Hill, no one bas-
systemancally addressed the question of how tc best mcorporate malmurban classxﬁcaﬁon :
systems ma:o pubho heahh assessment. - B -

Wh:ch is the. besi svstem for 1dent1fvmg ural areas m Wisconsm"

Wisconsin presents umque chalienvcs n ciasszfymg mrai areas because of the rzmge in the size
of its counties. The most common clasmﬁcatzon systems (fc)r exampie Metropelrtan vs. Non-
Metropolitan) use county. Gecgraphy County«based systems can mzsciassafy some areas. The
likelihood of misclassification mcreases. with. the size of the county. Nationally, 14 percent of
residents-of Metropolitan.counties, 2s d&ﬁned by the USOffice of Managemem and Budg Get o
are classified as rural by Bureau of Census definitions (Ricketts et al., 1998). Sub- county

~ definitions using ZIP code or census geography are preferable to ccaunty—‘nased systems '
_because thﬁ}’ prowde oreater dlscnmmatmn between mral and urban areas

Wxsconsm 8 rurai areas are m}t homogenous here are s;gmﬁcant demographic dxfferences
between remote, small-town rural areas, large towns, and urban fringe areas. ‘A simple binary
ruxal»urban clas&ﬁcatmn can obscure 1mportzmt differences “However, the small ‘populations in
more remote rural areas often make it impractical to subdzvzde riiral areas too finely. Theideal -
system would differentiate among dlfferent types of rurai areas, but should becollapsible’into a
smaller number of classifications if needed.. :

The Rural Urban Commuting Area (RUCA) system: a goed choice

No systematic study or standards identify which definitions are most appropriate for analyzing
specific types of public he alth data, APS Healthcare recommends using the Rural Urban
Commuting Area (RUCA) system for the Family Care Independent Assessment because 1t is
more flexible and precise than available alternatives.

The RUCA system is a ten-liered classification system based on census tract geography. Both
population size and commuting relationships are used to classify census tracts. First, urbanized
(continuously built up areas of 50,000 or more), large town (10,000-49 ,999), and small town
(2,500 to 9,999) cores arcas are identified. Next, the primary {largest) and secondary (second
largest) commuting flows of remaining tracts are examined using the most recently available

o
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commuting data. High commuting tracts are those where the primary or largest commuting
flow 1s greater than 30% to a core area. Low commuting or influence area tracts are those
where the largest flow to core areas is 5- 30%

The RUCA system provides a great deal of ﬂexibility 'a's the cbdes can'be collapsed or
combined in several different ways.

Sugcested four-ttered consolidatmn of the RUCA svstem at the sab»cnunw levei

Many data Sets w;ll not support analyszs usmg a'ten-tiered classification system The RUCA
system can be coHapsed in several ways. For genera’{ analyses of sub county data a four—tlered
system can be utilized under the RUCA system. '

. Urban Core Areas contmuousiy built up areas 50,0001 persons or more. These areas
cormspond to US Bureau of the Census defined Urbamzed Areas o S

“ :'Suburban Areas - areas wﬁh h1gb commutmg relatmnshaps with Urban Core Areas. *
Suburban areas include Large Town, Small Town and Isolated Rufal Areas with high
- commuting Jevels to Urban Core Areas.

. Large Town Areas towns with populatlons be’wveen 10 ,000 and 49,999 and -
surrounding rural areas with high commuting Jevels to these towns.

» Small Town and Isolated Rural Areas - lowns Wlth populaﬂons be]ow 10 OOO and thelr
" commuter sheds and cher asolated r‘arai areas.

Other consaderatlons When maklzzg rnrabarban compansnns

) AH popuiatlonwbased health mdlcators comparmg urban and rural areas should be age—adjusted
as the proportion of eldérly residents in rural areas is ‘higher than'i in urban areas. Analysts
should also keep in mind that, in general, the residents of rural Wisconsin have lower incomes
and have completed fewer years.of formal education than those in other areas. Differences in
health status between rural and urban Wisconsmltes may reﬂect underiymg dxfferences n
demo graphms

Gu:deimes

+  If data are available at the census tract or ZIP code level, use the RUCA system.

»  All rural-urban classification systems curmntlj? depe_n& on 1990 comnjﬁﬁng data.
Updated codes are not fikely to be available until fall 2002, Until the updated codes are
released, the potential for misclassiﬁcaiion should be noted in technical notes.

» For routine anaiyses we suggest collapsmo ihe ten RUCA codes into fOilT catcoones

= 'Urban Core Are&s

" Suburban Areas

" Large Town Areas' |

APS APS Healthcure f%’} ”

Healthearg idecomber 2003




Family Care Independent Assessment X. Appendix

«  Small Town. and Isolated. Ruml Areas

«  Ifdataare oniy avaﬂable at the county level, we recommend using the Ofﬁce of
Community and Rural Health’s Dominant RUCA codes. The potential for
misclassification should be discussed.

»  Rural-urban differences may reflect underlying differences in demographacs In general,
rural-irban’ compamsons of health indicators should be. aga~adjusted as the proportion of:
- -elderly residents in rural areas is higher. than in urban areas. Anaiysts should also keep
in-mind that the residents. of rural Wisconsin have lower incomes and have complcted
fewer years of formal education than those i other areas

= . Document your choice of aural-urban g_l_ass;ﬁcaimn system and be sensitive to each
syStemshmtltatmns o el RIS T e v

This. ten-t1ered class;ﬁcatmn systam was deveioped m  the late. 19908 a:ad is rapidiy gaining wide
use. Itisthe only systﬁm available at the census tract or ZIP code level I

Four-Tiered Consolidation of RUCA Codes: Many data sets will not support analysis using a
ten-tiered classification system. - The Washington state Office of Community and Rural Health
developed a Four-Tiered Consolidation of RYJCA codes in ’7001 for general anafyses of sub—
county data

e Urban Core Areas contmuousiy buxlt up areas 50 000 persons or mere These areas
con‘espond to US Bureau of the Census deﬁned Urbamzed Areas

o L : Z__'_:.thurban Areas amas wzth high commutmo relahonships wuh Urban Core Arﬁas

Suburban areas aiso mciude Large Town, Smaﬂ Town and: Iselated Rmal Areaq w1th hi gh- :

- commuting levels to Urban Core Areas

. Laroe Town Areas towns with popuiatmns between 10,000 and 49 999 and R
sunoundmv mrai areas “with high commutmg levels'to thesetowns.

«  Small Town and Isolated Rural Areas - towns with populations below 10, 000 and Ehmr
comrnuter sheds and other 1solat€d rural areas.

Table 3: Feur—Tlereé Censolidatu}n of RUCA Coées

'Consolidation Class = '._"--_RUCAC{)des

Uirban Core-Areas: ol 0 0 1 L

Suburban Areas 2, 3 41 71 81 101

Large Town Areas ' 4.56,12,82,102 :

Small Town and Isolated Rural Areas [7.0, 7.3,7.4,8,83,84,9,9.1, 92 10, 10; 10.4, 103

Dominant RUCA County Codes: For cases where sub-county data are not avaﬂable the
Office of Community and Rural Health has classified counties by dominant RUCA codes. To
do this, the population of census tracts within counties by RUCA code ag_g__regated. Counties

5 APS Healtheare 137
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are classified as predominantly Urban, Large Town or Smaii Town Rurai using the foliowmg _

rules:

Table 4: Rules for Assxgnmg Domznant RUCA Codes to Counties =~

1,2,3.4.1,7.1,8.,101

Mixed Rural

Dominant Urban
Mixed Urban 50 - 75% 1,2,3,4.1,71.81.101
g{ﬁ;nm Large Town >75% 4,5,6,7.2,8.2,102
Dominant Small Town - 750, 7.0, 73, 7.4, 8,83, 84,9.91,92,10,103,
and Isolated Rural. - 4o e 104,105 .
e g Large Town-and Small TownfRurai combined
50 - 75%

but not meeting Large Town and Small Town
Rural Classifications: - - :

Counties with less than 75% of the populatmn :res,lchng wﬁhm Urban Core, Suburban RUCAs,
Large Town, or Small Town and Isolated Rural RUCAS as defined in the Four-Tiered
Consolidation of RUCA Codes system are classified as mixed ..

REFERENCES

Ricketts TC, Johnson-Webb KD, Taylor P. Rural definitions for health policy makers, Bethesda (MD} Dept of
Health and Human Services {US} Federal Office of Rural Health Po%gcy, 1998 July.
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DESCRIPTION OF CODES AND TECHNICAL NOTES -

Rural-Urban Commuting Areas .-

The attached file with four variables is as follows:
Column 1 = zip code: alpha version
Column 2 = zip code: numeric version =~
Column 3 = RUCA Code.

Column 4 = Population Category

(RUCAS) | . = SE AR
These RUCA codes for zip level analysis are derived from the census tract level RUCA codes and the
definitions given below apply. ' . DT e

- Census tracts are assigned to categories based on commuting data and Census Bureaudefimtions

(¢.g., irbanized area and uirban place are Census Bureau terms with specific definitions).

1. Urban core Census fract i o 0 s _
[primary flov within Census Bureau defined Urbanized Area (metram>= 50,0001

1.1 secondary flow (30-50%) to larger urbanized area’”
1.0 otherwise = = T " R
2 Census tract strongly tied to urban core - o :
fprimary flow 1o Census Buredu defined Urbanized Area (=3 Ay
2.1 secondary flow (30-50%) to larger urbanized area)
2.2 combined flows tourbanized.areas of >30% and greater than primary Sflow
2.0 otherwise Cmene e
3. Census tract weakly tied to urban core
- [primary jlow {g Census Buredn defined Urbunized Area but 5-30%
4. Large town Census tract R o : R
[primary flaw within large Ceonsus Bureau defined Urban Place { 20, 000-49,999 & = 30%)]
4.1 secondary flow (30-50%) to urbanized area
4.0 otherwise
5§ Census tract strongly tied to large town
primary flow 1o large Lensus Bureay defined Urban Place 2 30%]]
5.1 secondary flow (30-50%) 1o urbanized area
5.0 otherwise
6. Census tract weakly tied to large town
[ primary flow jo large Census Burcau defined Urban Place (5-3%5)]
6.0 --
7. Small town Census wact
[primary flow within small Census Bureau defined Urban Place (o= 2S00 & < 10,000 & > 307}
7.1 secondary flow (30-30%) to urbanized area
7.2 secondary flow (30-30%) to large urban place
7.3 secondary flow (3-30%} to urbanized area
7.4 secondary flow (5-30%) fo large urban place
7.0 otherwise
8. Census tract sirongly tied to small town
[primary flow raa emall Census Burean defined Urban Place (> 36947
8.1 secondary flow (30-30%) to urbanized area

X. 4 S et e i i R ‘:ng i{i;;}.lﬁlcafe S R m} 3{)
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8.2 secondary flow (30:50%) 1o large urban pliace -

8.3 secondary flow (5-30%) to urbanized area

8.4 secondary flow (3-30%) to large urban place _

9. Census tract weakly tied to small town S

[primary flow to a small Census Bureaw defined Urban Place | 3-30%u]

9.1 secondary flow (5-30%) to urbanized area

9.2 secondary flow (5-30%) 10 large urban place

9.0 otherwise. ... . . o

10. Isolated small rural Census tract (remaining rural tracts)

{no primary flows over 5% to any Census Bureau defined Urbanized Area fmetro), large Urban
Place, or smail Urban Place) : B ' o '
10.1 secondary flow (30-50%) to wrbanized urea

10.2 secondary flow (30-50%) to large urban place

10.3 secondary flow (30-50%) to small urban place

10.4 secondary flow (5-30%) to urbanized area. -

10.5 secondary flow (5-30%) to large urban place

10.0 otherwise ' ' o

THE USE OF RUCAS INHEALTH CARE
The RUCA codes can be used in many different ways in various types of health related research ané program
development and implementation. There are 30 codes. The large number of codes facilitite the aggregation of

the codes 1o fit specific néeds of those using thein for health, demographic, geographic; and other types of
15Es8.

In _al'mos_t_gii_{:as¢$,_.'the RUCA codes should be aggregated for use. For instance, it may-be appropriateto .= :
| aggtegate them info two. groups: ruzal and urban. In other instances, it: may be appropriate 1o create a specific

~group for the purposes of targeting a program.

The botiom line from below: Under most circumstances suggested categorizations A, B, and C will be most
appropriate for use. There are many ways to aggregate the codes based on pmpose. A few examples follow.

The way in which they have been used most is to aggregate the codes into four categories. This is 2 genierally
useful aggregation that is useful for most health related work. When this does not fit the bill, the B'and'C "
“collapsing of the categories is usually safisfactory. This categorization approximates the metro/non metro split -
at the Census tract (ZIP code) level (categorization A). - Lot et il R

Urban facused 10, 11.2.0,2.1,2.2.3.0,4.1, 5.1, 7.1, Eloand 101

Large Rural City/Town focused: 4.0, 5.0, and 6.0 o

Soall Rural Town fevsed: 7.0, 7.2.7.3, 7.4, 80, 8.2 ¥ 184,906,971 and 9.2
Isolated Smail Rural Town focused: 10.0, HEZ2,10.5, 104, 105

The percentages of the estimated 1998 US population for these groupings are: urban, 77_,6%:_ Jarge "
rural, 9.3%; small rural, 6.9%; and isolated, 6.1%. The advantage of this definition is that 1t splits _
urban and rural in approximately the same way as does the OMB Metro definition but at the sub
county level and it divides rural info three relevant and useful categories. In many studies and '
programs, it makes sense to separate the large rural cities/towns (say a place of 30,000 population
with many medical providers) from those places that have 1000 population and are isolated from

S . %PS Healtheare -
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urban places. It is clear that under most circumstances these two types of places dlffer greatly and -
should be considered separately.

Alternatively, the small rural and isolated small rural categories can be cémbi-ned to crféate a singie__
"small” rural category (categorization B).

Urban: 1.0, 1.1, 2.0, 2.1, 2.2, 3.0.4.1.5.%, ?.IA‘S‘].ar_]_d 10.3
Large Rural iii\’iown 4.0, 5.0,and 6.0 o o O
Spiell Rural Town: 7.0, 7.2, 7.3,7.4,8.0,8.2 2.8.3 8.4,_9.0,_9.?,9_2, 10.0,10.2, 10.3_,_}().%zmd'%{}.s

Of course, the four categones can be aggregated For instance, the three rural categories can be
combined to create one "rural” category (this would approximate the standard Metro @eﬁni‘;g‘on but at
the sub county level) {_categg}mation ) ' . o :

Urban: 1.0, 1.1, 2.0, 2.1.2.2.3.0, 4.1, 5.1, 7.1, &1, O e e T
Rural: 4.0, 5.0, 6.0, 7.0. 72,73, 74, %e 32,33 4,9.0.9.1,92 100, m? mz 104, 2nd 10.5

Another alternative is to define urban as all places that have 30% or more of their workers going 1o a
Census Burean defined Urbanized Area (this is the same as "C" but with code 3.0 being moved to
the rural group) { u:{c,&oruatmn D). '

L,z«m;{}uuwzzw;ﬁ. 181 and 101
Rinal 3.0 40,50, 6.0.7.0. 7.2, 7.3, 7.4 8.0, £ 2, 8.3, 8.4, 9.0, 01,92, 10.0, 102, 10.3. 10.4, and
10.5

“Amore complicated: approach can is-to asszgn Census tracts:(ZIP codes) as in "A" except use the
secondary work: commuting flows to assign them to the 1argest giace where 38% or m@re of the:n" o
population commutes (saicgomzahon E). . . : :

Urban: 1.6,1.1 120,2.1.2.2.3.0,41, 5171081 1,and 141

Large Rw '13 City/Town: 40,50, 6.0, 7.2,8.2 2. ﬁﬁé 02

Small Rural Town: 7. ( 73,74, 806,83,84.9. {} 9 E (? ,and 103
lsolated Smull Rural Town: Ef 10, 104, ané‘ 10.5 o

State of Wisconsin RUCA Codes for Zipcodes

ZIP ZIPN POPULATION CATEGORY  RUCA CODE

53001 53001 4 10.1
53002 53002 4 6
53003 53003 2 3
53004 53004 4 2
53005 53005 4 1
53006, 53006 4 10.5
53007 53007 4 1
53008 53008 1 9
53009 53009 1 5
53010 53010 4 10.5
APS Healthcare - - - S 14
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State of Wisconsin RUCA Codes for Zipcodes

ZIP. ZIPN  POPULATION CATEGORY  RUCA CODE

53011 53011 4 Z 2.2

53012 53012 4

53013 53013 4

53014 53014 4

53015 53015 4

53016 53016 3

53017 53017 4

53018 53018 4

53019 53019 4

53020 53020 4

53021 53021 4

53022 53022 4

53023 - 53023 4

53024 53024 4

53026 53026 2

53027 53027 4

53029 53029 4

53031 53031 2

53032 53032 4

53033 53033 4

53034 53034 3 10.5

53035 53035 4 10.4

5303653036 . 4 T -
4
4
4
4
4
4
4
2
4
4
4
4
1
2
4
4
4
3
4
1
4

B e B PR YN R TN N -

7.3

10.5

330387 53038
53039 53039
53040 53040
53042 53042
53044 53044
53045 53045
53046 53046
53047 53047
53048 53048
53049 53049
53050 53050
53051 53051
53052 53052
53056 53056
53057 53057
53058 53058
53059 53059
53060 53080
53061 53061
53062 53062
53063 53063

105

o

w3
&O'!

b ok
oy oo

=
e W o
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State of Wisconsin RUCA Codes for Zipcodes

ZiP
53064
53065
53066
53069
53070
53072
53073
53074
53075
53076
53078
53079
53080
53081
53082
53083
53085
53086
53088
53089
53090
53091

53002

153093
53094
53095
53097

53008

53099
53101
53102
53103
53104
53105
53108
53109
53110
53114
53115
53118
53119
53120
53121
53122
53125

ZIPN

53064
53065
53066
53069
53070
53072
53073
53074
53075
53076
53078

53079
53080
53081

53082
53083
53085
53086
53088
53089
53090
53091

53094
53095
53097
53098
53089
53101

53102 .

53103
53104
53105
53108
53109
53110
53114
53115
53118
53119
53120
53121
53122
53125

X Healtheare
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3

4
4
4
4
4
4
4
4
4
4
4
4
4
1
4
4
4
3
4
4
4
4

4
4
4
4
4
2
2
1
4
4
4
4
2
4
4
4
4
4
4
4
4
4

g
Tampornpoan

-

B ea e e BT RN PR
—

fb“_xq
- w

10.5

104
22
2.2

2.2

2.2

—
[

o B M) B N
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State of Wisconsin RUCA Codes for Zipcodes

ZIP ZIPN POPULATION CATEGORY  RUCA CODE
53126 53128 4
53127 53127
53128 53128
53129 53129
53130 53130
53132 53132
53137 53137
53138 53138
53139 53139
53140 53140
53141 53141
53142 53142
53143 - 53143
53144 53144
53146 53146
53147 53147
53148 53148
53148 53149
53150 53150
53151 53151
531562 53152
53153 53153
53154 53154

2
3 2
4 9
4 1
4 1
4 1
4
2
4
4
1
4
4
4
4
4
3
4
4
4
2
4
4

53156 53158 4
4
3
2
3
4
4
3
4
2
4
4
4
4
4
4
4
4
4
1
4
4

6
3
2
1
1
1
1
1
1
7

—-

0
2
1
1

2.2

‘53157 53157 ¢
53158 53158
53159 53159
53167 53167
53168 53168
53170 53170
53171 53171
53172 53172
53176 53176
53177 53177
53178 53178
53179 53179
53181 53184
53182 53182
53183 53183
53184 53184
53185 53185
53186 53186
53187 53187
53188 53188
53190 53150

wh (D P B

X, salthcare _ 144
Healtheare December 2003




Family Care Independent Assegsment ¥, Appendix

State of Wisconsin RUCA Codes for Zipcodes

Zip  ZIPN POPULATION CATEGORY RUCA CODE
53191 53191 4 10
53192 53192 3 22
53184 53194 1
53195 53195 2
53201 53207 1
53202 53202 4
53203 53203 2
53204 53204 4
53205 53205 4
53206 53206 4
53207 53207 4
53208 53208 4
53209 53209 4
53210 53210 4
53211 53211 4
53212 53212 4
53213 53213 4
53214 53214 4
53215 53215 4
53216 53216 4
53217 53217 4
53218 53218 4
53219 53219 4
53220 53220 4
53221 53221 4
53222 53222 4
53223 53223 4
53224 53224 4
53225 53225 4
53226 53226 4
53227 53227 4
53228 53228 4
53233 53233 4
53234 53234 1
53235 53235 4
53237 53237 1
53259 53259 1
53263 53263 1
53267 53267 1
53268 53268 1
53270 53270 1
53277 53277 1
53278 53278 1
53280 53280 1
53281 53281 1

¥ APS Heaitheare 145
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